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ABSTRACT 
Individuals suffering from severe mental illness, particularly schizophrenia 
endure social stigma daily. This stigma can be as debilitating as the disorder itself. The 
purpose of this study was to examine the perceptions of the University of Wisconsin-
Stout's student body in regards to a short vignette depicting a woman suffering from 
schizophrenia. A number of questions were posed: what are the perceptions, how does 
type of education affect those perceptions, does past personal experience affect 
perceptions towards individuals with schizophrenia, and what are some educational 
recommendations. Participants were conveniently sampled and consisted of 801 (542 
females and 198 males) current students and recent graduates. Ninety-one percent ofthe 
sample associated themselves as Caucasian and 76 percent reported an education level as 
a junior higher. Statistical differences were found in regards to type of college major and 
111 
perceptions of the woman in the vignette. Individuals in the human services major were 
more understanding and accepting of individuals with schizophrenia than those in the 
technical/business oriented majors. It was also found that individuals with past personal 
experience (either they suffer from mental illness themselves or know someone who has) 
viewed individuals with mental illness more positively. Educational recommendations 
were also discussed. 
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Chapter 1: Introduction 
In 2004,57.7 million people worldwide were diagnosed with some form of mental illness 
(National Institute ofMental Health, 2004). In America alone, 26.2 percent of adults 18 and 
older suffer from a diagnosable mental illness, which is the leading cause ofdisability for 
individuals ages 15 to 44 in the United States and Canada (National Institute ofMental Health, 
2004). Mental illness and disorders range from minor and acute depression to various psychotic 
disorders. According to Wikipedia (2006), the definition ofmental health according to Merrian­
Webster is, " ... state ofemotional and psychological well-being in which an individual is able to 
use his or her cognitive and emotional capabilities, function in society, and meet the ordinary 
demands ofeveryday life." When an individual cannot use or control their cognitions and 
emotions appropriately to function in society, they are often deemed "abnormal." In order to be 
diagnosed with a mental illness, social and cultural contexts must be examined and taken into 
consideration. What is normal for one culture very well may not be normal for another. If a 
mental illness is diagnosed, that individual may experience a wide range ofemotions and fears. 
Individuals suffering from severe mental illness often do not receive the trust and respect they 
deserve, leaving them feeling negatively about themselves (Lloyd, Sullivan, & Williams, 2005). 
Schizophrenia is a severe mental illness that affects 51 million people worldwide. It is not 
a disorder that discriminates according to age, gender, race, culture, socioeconomic status, or 
geography. Prevalence rates of schizophrenia reach 1.1 percent ofthe population over the age of 
18 and it is estimated that 2.2 million people in the United States currently suffer from 
schizophrenia (The Mental Health Research Association, 2004). In comparison to other well­
known disorders such as multiple sclerosis, insulin-dependent diabetes, and muscular dystrophy, 
schizophrenia does not receive the financial funding and other disorders do though it outnumbers 
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them in regards to people currently suffering by four fold (The Mental Health Research 
Association, 2004, n.d.). 
There is no known single cause of schizophrenia, though researchers do believe that it 
can be caused from an accumulation of genetic and environmental factors (Burman, Mednick, 
Machon, Pamas, & Schulsinger, 1987~ HealthyPlace.com, 2006~ Schizophrenia.com, n.d.). A 
diagnosis of schizophrenia is life altering and the criteria for this disorder is lengthy and 
meticulous (see Appendix A). Treatment options range from medications to therapy. Typical 
medications used are in the classes of drugs called neuroleptics and atypical antipsychotics. 
Neuroleptics were developed in the 1950s to treat schizophrenia and have been found to be 
effective in only 60 percent of cases. This class of drug often will decrease the positive effects, 
such as hallucinations and delusions, of the disorder but not the negative effects (lack of 
motivation). In the 1990s, atypical antipsychotics were introduced and used to treat 
schizophrenia. This class of drugs treats the negative effects of schizophrenia and has fewer side 
effects (Encyclopedia ofMental Disorders, n.d.). At times, inpatient therapy is necessary in 
treating schizophrenia. An individual with schizophrenia may have such severe symptoms that 
hospitalization or inpatient therapy is needed to keep him/her safe. When an individual is first 
beginning medication, bizarre effects may occur and that individual may need monitoring until 
his/her medications have been regulated. Outpatient therapy is often used with individuals with 
schizophrenia. Psychotherapy in the form of cognitive-behavioral therapy, group therapy, social 
skills training, and psychoeducation for the family are all useful ways of helping an individual 
suffering from schizophrenia learn how to interact in his/her environment (Encyclopedia of 
Mental Disorders, n.d.). 
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Statement ofthe Problem 
There are a number of problems examined in this study. When an individual is diagnosed 
with a severe mental illness such as schizophrenia, he/she encounters a number ofchallenges and 
hardships. Of these hardships lies the perceptions associated with schizophrenia. These 
perceptions or stigmas have a large effect on the individuals' prognosis and personal well being. 
Individuals who suffer from schizophrenia have been thought of as dangerous, undeserving, and 
a trouble in society by some. This stigma can have huge affects on an individual's self-esteem 
and perceptions of self Understanding what the stigmas are and what has been and could be 
done is a start in breaking the stigma associated with severe mental illness. Education programs 
could be the beginning to breaking this stigma, but before these programs can be implemented, 
knowledge of what works and does not work needs to be understood. The research questions to 
be examined in this study are as follows: 
Rl: What are the perceptions associated with schizophrenia? 
R2: Does type of education an individual has playa role in the perceptions of 
schizophrenia? 
R3: Does past personal experience playa role in a person's perceptions of 
schizophrenia? 
R4: What are some suggestions for future educational programs? 
Purpose ofthe Study 
The purpose of this study was to examine the perceptions of people towards those with 
schizophrenia. In order to obtain a clear look at the perceptions of individuals, the difference 
between perceptions of schizophrenia and types of education, specifically different majors at the 
University of Wisconsin-Stout, was examined. Another variable studied was the differences in 
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individual's perceptions ofpeople with mental illness in accordance to past experience with 
severe mental illness. Understanding how these variables affect one another will be a step 
towards breaking negative perceptions. Secondly, receiving feedback from students who have 
chosen to continue their education about what they believe could be the best way to educate 
individuals about mental illness could be a starting point for future educational programs. 
Assumptions ofthe Study 
It was assumed that the participants of this study would answer honestly and to the best 
of their ability. Individuals who participated in this study may have felt the need to answer 
questions in a favorable manner. Explaining the extent of confidentiality in the informed consent 
was crucial in not making this assumption. It was also assumed that participation in this study 
was voluntary. This was assured through a thorough explanation of the participants' rights and 
responsibilities in the informed consent. 
Definition ofTerms 
Biogenetic Model. This model is used in regards to an individual's biology and genetic 
make-up as the cause of the disorder discussed. 
Cognitive-Behavioral Therapy. A form of psychotherapy that emphasizes the idea that 
one's thoughts directly affect hislher feelings and behaviors. For example, once one has changed 
the way they think, hislher feelings and actions may change though the situation has not. 
Derailed Speech. Speech that is difficult to understand because the individual jumps into 
passages of speech that make no sense. 
Group Therapy. A form ofpsychotherapy that is done in a group format. Individuals in 
the group engage in discussions with those around them to receive support. Groups can have 
many different agendas. 
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Medical Model. This model aims to find the treatment for the symptoms of a particular 
disorder. It is the most widely used model in Western society. 
Negative Symptoms. These symptoms refer to the characteristics or traits of an individual 
with schizophrenia that are lost. Examples of these symptoms include lack of motivation, 
showing of inappropriate emotions, self-neglect, and not being able to show facial expressions. 
Outpatient Therapy. Outpatient therapy is therapy done in the office or room with a 
clinician. This type of therapy does not require hospitalization or residential care. Examples of 
outpatient therapy include group therapy, individual therapy, day treatment centers, and so on. 
Positive Symptoms. Symptoms which are in addition to normal experiences those without 
schizophrenia do not have. Hallucinations and delusions are positive symptoms. 
Psychoeducation. The education of an individual or a group of individual about a specific 
topic of interest pertaining to health, treatment, or rehabilitation. Topics covered often include 
the cause of the problem, treatment and relapse methods, and living with the problem. 
Psychosocial Model. This model explains disease or disorder in regards to the 
psychological (stress) and social (environmental) influences surrounding the individual suffering 
from illness. 
Psychotherapy. Various techniques in the form of communication which are used to 
improve the mental health of an individual. This type of therapy is to be conducted between a 
trained therapist and a client. 
SchizoafJective Disorder. A psychological disorder characterized by the same symptoms 
associated with schizophrenia but there is a presence of a major depressive, manic, or mixed 
episode. 
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Social Skills Training. Training in the areas of communication, problem solving, decision 
making, and other peer relationship skills that are utilized in positive social relationships. 
Stigma. In this paper, the term stigma refers to the social disapproval and beliefs of a 
specific population. Often these beliefs are cruel and untrue. 
Limitations 
There were few limitations to consider while performing this study. A thorough 
examination of the literature was conducted in order to create the survey, but the survey had not 
been used in the past to establish reliability or validity. Another limitation to the study was the 
fact that though the sample size was large, it was predominately Caucasian, heterosexual 
individuals in a college setting. Participants were asked to read a short vignette based on an 
individual's account with schizophrenia. This passage may have influenced their answers in a 
manner that swayed them from their typical beliefs and feelings. Lastly, as discussed above, it 
was an assumption that the participants answered the questionnaires honestly. 
In the remainder of this paper, a through literature review will develop a rich overview of 
what has been researched in regards to the diagnosis, causes, and effects of schizophrenia, as 
well as how stigmas develop, the effects of stigmas, and how education has been found to fight 
these negative perceptions. A survey was conducted to determine the current trends on Stout's 
campus in regards to these topics and results are discussed at length in chapters four and five. 
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Chapter 2: Literature Review 
The number of individuals who suffer from severe mental illness is staggering. 
Unfortunately, those same individuals who are struggling with an illness have to endure the 
stigmatizing effects of their disorder. A double-sided sword is created. Not only must an 
individual suffering from severe mental illness come to terms with that illness, but he/she must 
also deal with both the positive and negative symptoms, and work with clinicians on medication 
regulation and any therapies utilized. On the other side are challenges that same individual must 
face in regards to the social stigmas associated with his/her mental illness, which can cause many 
obstacles. In this section, a review ofthe literature will be examined. The first part of this chapter 
will examine topics related to the definition, diagnosis, causes, and effects of schizophrenia. The 
second part of the chapter will discuss the development of stigmas, perceptions of individuals 
with severe mental illness, effects ofnegative perceptions on individuals with mental illness, and 
the effect education has found to have made on those stigmas. 
Definition and Diagnosis 
Diagnosing schizophrenia can be a complicated process with devastating results. In order 
for a therapist to diagnosis an individual as suffering from schizophrenia, several criteria must be 
met (see Appendix A). The initial criteria are the characteristic symptoms, or active-stage 
symptoms, which include the appearance of two or more symptoms for a significant portion of 
time during a one-month period unless the symptoms are successfully treated. In that case, the 
symptoms do need to be present for a full month. These symptoms include: delusions, 
hallucinations, disorganized speech, grossly disorganized or catonic behavior, and negative 
symptoms (flat affect or mood). Disorganized speech is characterized as speech that is incoherent 
or derailed (American Psychiatric Association, 2000). There is an exception to the criteria 
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requirement when a symptom includes bizarre delusions or the hallucinations are a single voice 
keeping commentary on the individual's thoughts or behavior or ifthere are two voices 
conversing with one another. In these cases, only one characteristic criteria is necessary to make 
a diagnosis (American Psychiatric Association, 2000). 
The second set ofcriterion that are required for a diagnosis of schizophrenia include 
social and occupation dysfunction. In order for this requirement to have been met, some area of 
the individual's major areas of functioning must be affected. Major areas of function include: 
work, interpersonal relationships, self-care, and interpersonal, academic, or occupational 
achievement. The effects must be considered significant and for a great portion of time since the 
onset of symptoms. Determining this specific criterion set can become challenging because each 
therapist, doctor, or case worker could have a different definition of the term significant. This 
difference of opinion could potentially create a mis-diagnosis (American Psychiatric 
Association, 2000). 
The third requirement for the diagnosis of schizophrenia includes the duration of the 
disturbance. There must be continuous signs of disturbance that persist for at least six-months 
time. During this six-month period, symptoms must be present for at least one month, unless 
successfully treated. According to this criterion, a significant disturbance in a major life area 
must be present for at least six months (American Psychiatric Association, 2000). 
Criterion four and five discuss the importance of ruling out other psychological disorders 
or another general medical condition that could cause schizophrenic-like symptoms. In order for 
an individual to be diagnosed with schizophrenia, the diagnoses of schizoaffective and mood 
disorder must be excluded. These two disorders can be excluded based on the criteria that there 
has not been any major depressive, manic, or mixed episode in occurrence with the active 
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symptoms or any appearance ofmood episodes has been brief in relation to the duration of the 
active symptoms. Excluding the direct effects of substance use/abuse/dependence or a medical 
condition will ensure the active symptoms are true of schizophrenia (American Psychiatric 
Association, 2000). 
The final criterion discussed in the diagnosis of schizophrenia is the relationship to 
pervasive developmental disorders such as autism. This criteria states that ifthere is a diagnosis 
of a pervasive developmental disorder, schizophrenia may also be diagnosed only if delusions or 
hallucinations are present for at least a month. Once an individual has been diagnosed with 
schizophrenia for a full year a classification system is used to describe the course of the disorder. 
This criterion is dependent on the cycle of the psychotic symptoms (active-phase). In a study 
conducted by Christensen, Poulsen, Nielsen, Bork, Christensen, and Christensen (2005) it was 
found that with each psychotic relapse the symptoms worsened and that individual was less 
likely to return to their baseline or typical level of functioning (American Psychiatric 
Association, 2000). 
What Causes Schizophrenia? 
There is no known single cause of schizophrenia. Researchers have been studying the 
illness for several years but rarely agree on their findings. What has been agreed upon is the fact 
that schizophrenia is a biological disorder that has a potential genetic link within families 
(Funke, Finn, Plocik, Lake, DeRosse, Kane, Kucherlapati, & Malhotra, 2004; Malhotra, 2001; 
Payne, MalIa, Norman, Windell, & Brown, 2006; Tsuchiya, Takagai, Kawai, Matsumoto, 
Nakamura, Minabe, Movi, & Takei, 2005). Several researchers have examined the biological 
aspects of schizophrenia. Christensen, et. al. (2005) and Contrecoeur (1996) found that 
schizophrenia affects the part ofthe brain containing dopamine receptors. Dopamine stimulates 
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behavior within the central nervous system. When areas of the brain, particularly in the frontal 
cortex, containing dopamine receptors are hypoactive the negative symptoms of schizophrenia 
emerge. When this same area endures hyperactivity the positive symptoms occur (Contrecoeur, 
1996). In looking at siblings and extended families, Malholtra (2001) found a genetic link 
located on the loci of chromosome one. This locus made the individual more susceptible to 
developing schizophrenia. A similar link was also found by Funke et al. (2004), who found 
evidence that a gene called DTNB9 was in the genetic makeup of schizophrenia. They also found 
an 80 percent heritability rate. Some researchers found that advanced paternal age was associated 
with an elevated risk of having children with schizophrenia r'Older Fathers," 2004; Tsuchiya, et 
al,2005). 
Concerns about the genetic links and biological associations of schizophrenia appear to 
have been replaced with the effects of this disabling disorder in the literature. The current 
research in regards to schizophrenia tends to focus on the treatment approaches and management 
of schizophrenia but in order to develop such plans a through understanding of the implications 
of schizophrenia must be known. The next section will discuss the effects schizophrenia as a 
disease has on an individual. 
Effects ofSchizophrenia 
In order to have a full understanding of schizophrenia, one must understand the 
components involved with such a disorder. Not only do the positive and negative symptoms of 
schizophrenia affect an individual suffering from this disorder, but the disturbance created in 
everyday life has a staggering effect. Payne, et al. (2006) found that the average age of 
individuals in the hospital suffering their first psychotic episode was 31.3. Many of these 
individuals were white, single (80.8 percent), males (63.7 percent) who were unemployed (87.4 
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percent) with a primary diagnosis of schizophrenia (85 percent). Other reports of unemployment 
range from 72.9 to 87.4 percent (payne, et al, 2006; Rosenheck, Leslie, Keefe, McEvoy, Swartz, 
Perkins, Stromps, Hsiao, & Lieberman, 2006). The result of this phenomenon can be low sense 
of selfworth because of dependence on others for finances. 
Low self-esteem and a perceived inability to care for themselves could be reasons for the 
high suicide rates amongst individuals with schizophrenia. Fennig, Horesh, Aloni, Apter, 
Weizman, and Fennig (2005) reported suicide as the leading cause of premature death among 
individuals suffering from schizophrenia. They also found that 60 to 80 percent of individuals 
with schizophrenia have suicidal thoughts, 20 to 42 percent attempt suicide, and ten percent 
complete suicide. The sometimes odd behaviors an individual with schizophrenia can display can 
make it difficult to develop and maintain lasting relationships. Some individuals with 
schizophrenia do not have the emotional desire to make friends or be liked by others. This is 
interpreted by others as a sign to stay away, further isolating these individuals. 
The misconceptions the general public has placed on individuals suffering from 
schizophrenia has also resulted in a great deal of social issues for this population. The next 
several sections of this chapter will discuss the issues surrounding stigmas. 
Development a/Stigmas 
The development of stigmas does not occur overnight, but they do develop and spread 
efficiently. Individuals from around the world are stigmatized daily. There are several different 
theories associated with the development of stigmas. Stigmas are often seen as a social 
phenomena that are often used as a symbol of disgrace and misunderstanding (Corrigan & Penn, 
1999: Hardcastle & Hardcastle, 2003). One may ask why stigmas survive if they are unjust and 
often untrue. The answer lies within the formation of stigmas. 
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People with mental illnesses are stigmatized in every society in the world, proving how 
embedded they are in a social context (Jaimson, 2006). According to Corrigan and Penn (1999), 
stigmas are socially engrained because they are collectively accepted by members of a 
community. They are used to categorize people and things, and are extremely efficient because 
they quickly allow a person to generate impressions and expectations (Corrigan & Penn, 1999). 
This allows a society to categorize individuals in a manner that is comprehensible, though often 
invalid. 
Corrigan, Watson, Byrne, and Davis (2005) found that stigmas exist because of two very 
distinct reasons. These reasons include what is called the "kernel of truth" theory and "putting 
symptoms under cover." The "kernel of truth" theory states that there may be some truth to the 
idea that those with mental illness are dangerous because some are (Corrigan, Watson, Byrne, & 
Davis, 2005). However, this is not necessarily true ofmost or all individuals with mental illness. 
The public may then over-generalized this idea to all people with mental illness. The second part 
of their theory is the idea that if no one talks about the symptoms ofmental illness or place it 
"under cover," the disease will be placed under cover (Corrigan, et. al., 2005). This development 
of stigma does not even look at the individual with a mental disorder, but simply looks at the 
symptoms associated with their illness. 
The media has been shown to increase the amount of stigma in society today. Often 
times, the media portrays individuals with schizophrenia and other forms ofmental illness in a 
negative light (Corrigan & Penn, 1999; Cutcliffe & Hannigan, 2001; Wahl, 2003). Themes that 
emerge from the media in regards to individuals with mental illness include: homicidal maniacs, 
childlike individuals who cannot care for themselves; and rebellious spirits who are irresponsible 
for their actions (Corrigan & Penn, 1999; Wahl, 2003). 
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Perceptions ofIndividuals with Severe Mental Illness 
There are a number of negative perceptions that surface when individuals are asked about 
their ideas and thoughts of individuals suffering from severe mental illness, such as 
schizophrenia. Many of these ideas are engrained into the people's minds and surround beliefs 
that have been passed down through families. Of these perceptions, the most prevalent are ideas 
ofdangerousness, criminality, irresponsibility, and other child-like behaviors. These thoughts 
often cause individuals to desire more social distance from those suffering from mental illness 
(Angermeyer, Beck, DiplSoz, & Matschinger, 2003; Corrigan, et. aI., 2005; Hardcastle & 
Hardcastle, 2003; Read, Haslam, Sayee, & Davies, 2006; VanDorn, Swanson, Elbogen, & 
Swartz, 2005). 
VanDorn, Swanson, Elbogen, and Swartz (2005) found that of four groups studied 
(general public, family members, mental health clinicians, and consumers), the group holding the 
least amount of stigma were the mental health clinicians. Even so, 30 percent ofmental health 
clinicians have negative perceptions of individuals suffering from schizophrenia. This number is 
shocking. Forty-six percent of family members, 50 percent of the general public, and 60 percent 
of consumers (individuals with schizophrenia), were found to have negative perceptions of 
individuals with schizophrenia. 
Often times individuals look at mental illness from either a psychosocial model or a 
biogenetic model (Read, et. aI., 2006). The biogenetic model is comparable to the medical model 
approach in the fact that the illness is seen completely out of the person's hands and in terms of a 
biological or chemical imbalance. Followers of this approach tend to believe that the individual 
who is mentally ill cannot do anything to better their situation except take medication. The 
psychosocial model takes a different approach to mental illness. The psychosocial model 
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examines multiple aspects of the individual's life in determining the cause of illness. This model 
places some of the responsibility and ability to make some change on the individual with the 
mental illness. People who place their beliefs into the biogenetic model tend to desire more 
social distance and believe that an individual suffering from mental illness is dangerous, 
unpredictable, and incurable (Angermeyer, et. aI., 2003; Hardcastle & Hardcastle, 2003; Read, 
et. aI., 2006). In a study conducted by Lauber, Carlos, and Wulf (2005), it was found that 
medical treatments and interventions were proposed by those who had: higher levels of 
education; positive attitudes towards pharmacology; recognized an individual in a vignette as 
suffering from schizophrenia; and contact with people suffering from mental illness. They also 
found those same individuals kept increased social distance. 
Effects a/Negative Perceptions 
Individuals who suffer from schizophrenia and other forms of severe mental illness are 
stigmatized against daily. This prejudice has a huge impact on these individuals. Not only are 
they dealing with the negative perceptions themselves, but they have to deal with the effects 
stigmas have on the treatment they receive. Treatment refers to the both the clinical settings used 
and assistance from members of the community. The effects of stigma can have a detrimental 
effect on the individual's life. These effects range from housing problems to obtaining and 
maintaining ajob or career. The secondary effects of these stigmas can produce a self­
stigmatizing attitude by the actual individual suffering from schizophrenia (Knight, Wykes, & 
Hayward, 2000). 
In 1999, Corrigan and Penn found that individuals who suffered from the scrutiny of 
stigma had a more difficult to finding a job, leasing an apartment, and making friends. This is 
because of the types of stigmas addressed in the section above: people with a severe mental 
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illness are homicidal maniacs who are irresponsible and childlike. People who suffer from severe 
mental illness are often times arrested on unwarranted suspicion and falsely charged with violent 
crimes (Corrigan & Penn, 1999; Van Dom, et. al., 2005). The fact ofthe matter is, the amount of 
crime committed by mentally ill individuals has been decreasing and many arrests are based on 
perceived notions. These same perceived notions affect the work place. Many times employers 
or landlords will not hire or make an agreement on a lease with an individual with a mental 
illness because of undesirable traits or qualities (Bricout & Bentley, 2000; Jaimson, 2006; Van 
Dom, et. al., 2005). Various studies have found that two to 45 percent of people who are 
homeless suffer from schizophrenia (Buhrich, Hodder, & Teesson, 2003; Folsom & Jeste, 2002; 
Logdberg, Nilsson, Levander, & Levander, 2004; The Mental Health Research Association, 
n.d.). Buhrich, Hodder, and Teesson (2003) found an even more startling statistic in regards to 
homelessness and schizophrenia. In their study, they found that between 23 and 30 percent of 
homeless men and 46 and 50 percent of homeless woman suffer from schizophrenia. Adding to 
the list, policy changes have been made to protect the disabled, but this does not always ensure 
the best quality and access to care and insurance (Hardcastle & Hardcastle, 2003; Jaimson, 
2006). Unfortunately, this discrimination does not end there. 
Individuals closest to those who suffer from schizophrenia tend to carry the same ideas as 
the general public in regards to that individual's ability to be responsible for themselves and 
factors in their lives. Clinicians and family members begin to tell the individual suffering from 
schizophrenia how to run his/her lives, what treatments and medications to use, where to live, 
and how to feel about their illness (Corrigan, et. al., 2005; Hardcastle & Hardcastle, 2003; Lloyd, 
Sullivan, & Williams, 2005; Van Dom, Et. al., 2005). This leads to complete loss of control for 
that individual (Lloyd, et. al., 2005). One of the problems faced by family members is watching 
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their loved one go through the symptoms and effects of the illness. Up to 75 percent of family 
members watch their loved ones have a difficult time succeed and make friends (Corrigan & 
Penn, 1999; Crotty & Kulys, 1985). Crotty and Kulys (1985) found that often times individuals 
with schizophrenia felt they had larger and more supportive networks than did their significant 
others. This must be difficult for those family members who see their ill family member lose 
friends, and feel the way to help is to take over and be the sole support network. Once the rights 
and responsibility are stripped ofan individual with schizophrenia or any other severe mental 
illness, it can leave that individual with decreased self-esteem and efficacy. 
The effects of stigmas on the individual suffering from severe mental illness are 
responsible for decreased self-esteem and efficacy. Some individuals who are diagnosed as 
mentally ill immediately feel the effects within themselves. Often times the impact of being 
treated like a child or an outsider has a negative impact on that person's hopes and dreams. 
Individuals diagnosed with schizophrenia or another severe mental illness feel a sense of loss of 
control and a change in self-perception (Lloyd, et. aI., 2005). A self-stigmatizing effect occurs 
where those individuals begins to believe that they are less of a person, have brought the illness 
on themselves, and are undeserving of anything that is good. After being told that they need to 
live their lives a specific way, people suffering from severe mental illness often feel that they 
cannot control their lives and need someone to tell them what to do (Corrigan, et. aI., 2005; 
Jaimson, 2006; Lloyd, et. aI., 2005). This can eventually lead to lost goals and label avoidance. 
Label avoidance is characterized by a loss in trying to function independently out of fear of 
failure. Corrigan, et. al. (2005) found that over half of people who could use mental health 
services do not do so because they do not want to be labeled and suffer the stigma ofthat label. 
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Because of blocked life goals, the individual reverts to a child in essence and relies on others to 
care for him/her. 
Effects a/Education on Stigmas 
The question as to what is being done to break this stigma is one that has been asked by 
few researchers. Research on the effects of educational programs is scarce, making the programs 
difficult to mainstream. Because studies have been done on the causes and reinforcers of stigmas, 
creating an educational program can be done through taking parts of the research and 
incorporating them into an interactive program. 
The National Alliance for the Mentally III (NAMI) is an organization that has dispersed 
posters, buttons, and literature using the biogenetic model in hopes to decrease the blame and 
stigma placed on the mentally ill. Corrigan, et. al. (2005) reported that education in the form of 
brief courses on mental illness decreases the stigma. Unfortunately they also found that using a 
biogenetic model of information (using an individual's biology and genetic makeup as an 
explanation of the disorder) could increase the stigma by increasing harsh feelings. People who 
received literature using the biogenetic model still perceived individuals with severe mental 
illness as dangerous, antisocial, and unpredictable though levels of blame placed on the 
individual decreased (Corrigan, et. al., 2005; Corrigan & Penn, 1999; Read, et. al., 2006). Many 
studies have suggested using the social justice or psychosocial perspective (explaining disorders 
in regards to the psychological and social influences surrounding the individual) in educating 
individuals about mental illness. 
Some studies have shown that the public responds more positively to a psychosocial 
approach to explain and treat schizophrenia (Read, et. al., 2006; Sadow, Ryder, & Webster, 
2002). In one particular study, researchers approached the topic of mental illness just like they 
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would any other education program and found that the general public responded much more 
open-mindedly. This was reinforced by studies conducted by Stuart (2006) and Schulze, Richter­
Werling, Matschinger, and Angenneyer (2003). Both studies used real life experiences to reduce 
stigmas. Stuart (2006) used a video-based program that entailed the real life experiences of 
individuals suffering from mental illness. The results showed a significant decrease in social 
distancing and an increase ofknowledge from the participants. Schulze, et. al. (2003) had 
participants, ages 14 to 18, meet a young person living with schizophrenia. Pre-and post-tests 
were conducted and found a decrease in stereotypes and social distance that was still effective 
one month later. The students who participated in this study were also more likely to engage in 
social relationships with individuals suffering from schizophrenia. Alexander and Link (2003) 
found the same results. As amount of contact with individuals suffering from schizophrenia 
increased, perceptions of dangerous and desired social distance decreased. 
Though there is insufficient research on the various types of educational programs 
available, findings tend to point to using a more psychosocial approach to educating the public 
about schizophrenia and other forms ofmental illness. Some researchers believe that social 
workers and public health nurses are the appropriate professionals to inform both the public and 
individuals suffering from severe forms ofmental illness about mental illnesses (Fung & Fry, 
1999; Walsh, 1988). Topics in the past that these professionals have spoken to the individuals 
suffering from mental illness and their families about include: diagnostic and medical issues; 
social services networks; therapy techniques; and strategies on engaging a withdrawn or 
unmotivated client or relative. Unfortunately, Fung and Fry (1999) found that many nurses do 
not receive psycho-educational training in their schooling. Another pitfall to this approach is the 
public is being left out of the equation. No studies were found on the topics covered by these 
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professionals in the public setting. Sadow, Ryder, and Webster (2002) found that nursing student 
who took education classes on mental illness did not show an increase their positive attitudes 
towards the mentally ill. They did, however, find that those students who knew someone 
personally who suffered from mental illness displayed a decrease in negative perceptions. 
The issue of educating the general public is one that could possibly use some attention. 
Steps taken to reduce the amount of stigma placed on individuals who suffer from severe mental 
illnesses like schizophrenia could be potentially beneficial. Educators have been found to be 
interested in the topic of mental illness and have a desire to learn more (Brockelman, Chadsey, & 
Loeb, 2006; Collins & Mowbray, 2005). A study, generating ideas of what the public feels 
would be the most beneficial way to learn about schizophrenia in order to break down their 
negative walls of perception, may help contribute to creating new education programs. 
This chapter discussed many of the topics and concerns surrounding the devastating 
effects of stigmas against those with severe mental illness. Social, economic, and interpersonal 
effects were discussed in great length. Not only do schizophrenia's symptoms create problems 
for its sufferers, but the stigmas endorsed by the public can make life difficult for those suffering 
from this disorder. The rest ofthis paper will discuss a study designed to examine the 
perceptions of the public towards a woman (represented in a short vignette) suffering from 
schizophrenia. Educational recommendations were also made for creating a program that is 
effective in teaching individuals about schizophrenia in hopes of decreasing negative 
perceptions. 
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Chapter 3: Methodology 
In order to stop the negative stigmas associated with schizophrenia, understanding the 
current perceptions people have of individuals suffering from this disorder is crucial. Once the 
perceptions are noted, causes or reasons for those specific assumptions and past educational 
experiences can be used in the development of an educational program. Suggestions for these 
programs could be noted in this process. In this chapter, sections addressed include subject 
selection and description, instrumentation, data collection procedures, data analysis, and 
limitations. 
Subject Selection and Description 
The sample that was examined consisted of the University ofWisconsin-Stout's student 
body and recent graduates with active email accounts. The student population is approximately 
8,000 students and a response rate of 10 percent was the target percentage of response. The 
sample size consisted of 801 current students and recent graduates. The students were 
conveniently sampled using an electronic surveying system via email. Students from every major 
received emails, diversifying the sample. Consent was thoroughly explained in the email each 
student received. Informed consent was assumed when students voluntarily participated in the 
survey. 
Instrumentation 
A battery of five questionnaires (Appendix C) was administered along with a 
demographic questionnaire. The surveys were created specifically for this study and consist of a 
variety of questions pertaining to the perceptions of mental illness and suggestions for education. 
The participants were asked to read a short vignette (Appendix B) prior to taking the 
questionnaires. The questionnaires were labeled as follows: Perceptions of Schizophrenia; 
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Reasons for Perceptions; Past Education; Suggestions for Education; Past Experience with 
Schizophrenia; and Demographic Questionnaire. 
The perceptions questionnaire was designed using current literature on the perceptions of 
those with mental illness. Pieces of the literature were taken into consideration and questions 
were used to determine the current rate of stigma and types of perception ofan individual with 
schizophrenia. A list of perception statements were measured using a seven-point Likert Scale. 
The Reasons for Perceptions questionnaire was used to determine why the participants perceive 
those with schizophrenia in a particular manner. Data collected in this questionnaire was 
correlated with the perceptions questionnaire to see if there was any relationship. 
Research has indicated that nurses and social workers are the primary educators in the 
field of mental illness (Fung & Fry, 1999; Burman, Mednick, Machon, Parnas & Schulsinger, 
1996; Walsh, 1988). Overall, the use of these professionals has been shown to work. In order to 
clearly understand if this is true, a past educational experiences questionnaire was administered. 
This questionnaire focused on whether an individual has had any education pertaining to severe 
mental illness in the past, what type ofeducation they have had, if the education influenced their 
perceptions, and who taught the participant. 
Once participants answered questions about any past educational experiences pertaining 
to severe mental illness, they were asked what they felt would be the best ways to learn about 
schizophrenia with hopes of decreasing stigma. Lastly, participants were asked about their own 
experiences with schizophrenia and other forms of mental illness. This data was used to examine 
the relationship between perceptions and contact or experience. 
All questionnaires were designed specifically for the current study. As a result, no 
reliability or validly information on the survey is available. 
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Data Collection Procedures 
Students with active email accounts were emailed on the Monday and Wednesday in the 
same week. In the email, an explanation of the study was done and consent was explained. 
Students were then informed that the link at the bottom ofemail would divert them to the actual 
questionnaire. 
Once students clicked onto the link for the survey, they encountered a reminder that their 
participation will be strictly voluntary and they may close out of the survey at any time if they do 
not wish to continue. Informed consent was guaranteed when the student clicked on the NEXT 
button. Students were then asked to read a short vignette of an individual's account with 
schizophrenia. After the students read this passage they were taken through the series of five 
questionnaires and a demographics page. When students completed all of the questionnaires and 
the demographic page they were thanked for their participation and honesty when answering the 
questionnaires. They were then reminded of how to contact the researcher with any questions, 
concerns, or the results of the study. 
Data Analysis 
A number of statistical analyses were used in this study. The Statistical Program for 
Social Sciences, (SPSS), was used to analyze the data. Descriptive statistics, including means 
and standard deviations were used to look at the perceptions of students. Analysis ofvariance 
was conducted to examine the difference in perceptions reported and type ofeducation, depicted 
by college major. Several t-tests were performed to examine past educational experiences and 
perceptions of individuals with schizophrenia. Descriptive statistics, mean, and standard 
deviation were conducted to make suggestions for future educational programs. 
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Limitations and Ethical Concerns 
Limitations to the methodology used included using a tool or survey that has not 
undergone reliability or validity testing, and the lack of diversity among the sample. While 
creating the survey, many different sources were examined to determine what should and should 
not be included. This was done to minimize any limitation to the study. Unfortunately, not all 
limitations could be prevented. Some ofthe participants could have been persuaded by the 
vignette used and answered the questions in a different manner than what they typically would 
have. Secondly, using a predominately white, middle class community could make it difficult to 
generalize the results to the general population. 
There were a couple ofethical concerns to take into to consideration in this study. First 
and foremost, any participants who participated in this study who suffer from any form ofmental 
illness themselves may have experienced slight discomfort while taking the survey. The vignette 
that was used was a young woman's personal account of her struggle with psychotic symptoms. 
It is possible that any participant that took part in this study may suffer from the same symptoms. 
Also, in answering the questionnaires following the survey, individuals with mental illness may 
have wondered themselves if the general public thinks ofthem in a negative manner. Information 
on who to contact if a participant did experience any discomfort was provided in the survey. 
Secondly, students may have found receiving an email three times in one week a bit annoying. 
This concern was very minimal and students were given the email address of the researcher to 
address any questions or comments. The researcher answered each concern or comment 
promptly. 
24 
Chapter IV: Results 
This study examined the perceptions of students attending the University of Wisconsin­
Stout. A thorough understanding of the perceptions and stigmas involved in regards to mental 
illness, particularly, schizophrenia, is crucial in making educational recommendations. Eight­
hundred-and-one of the University of Wisconsin-Stout's student body voluntarily completed the 
survey tool online. The majority of students were Caucasian (N = 679, 91%), and consisted of 
543 females (73%) and 198 males (27%). Twenty-seven percent of the subjects were graduate 
students (N = 200)" 22 percent were seniors (N = 160), 14 percent were recent graduates (N = 
106), 13 percent were juniors (N = 95), ten percent were sophomores (N = 75) and eight percent 
were freshman (N = 57). Descriptive statistics, independent sample t-tests, and analysis of 
variance (ANOVA) were used to answer the four research questions. 
Item Analysis 
Research Question 1: What are the perceptions associated with schizophrenia? 
Table 1 displays the reported mean and standard deviations of 18 perception statements 
about a woman depicted in a short vignette with schizophrenia. Perception statements the 
subjects tended to agree with are designated as having a mean score of4.00 to 7.00. These 
included statements that tended to represent acquaintance-like relationships and included 
statements of: one (this woman is mentally ill), three (I want to help this woman if she is in 
need), four (I will say hi to this woman when I pass her on the street), and 18 (this woman 
deserves to be in a loving relationship). Perceptions statements the subjects disagreed with were 
primarily those depicting feelings of fear and blame and included statements: two (I believe that 
I am afraid of this woman), nine (this woman is likely to commit a crime), ten (this woman is 
crazy), 14 (it is the woman's fault she has these symptoms), and 15 (this woman should be living 
25 
in a mental health facility). The majority of statements evoked neutral feelings from the sample 
survey. These statements included those of dangerousness and intimate contact such as initiating 
conversation, feeling comfortable living next to the woman in the vignette, keeping young 
children away from the woman, and feeling safe working with the woman. Statements included 
in this category included states five, six, seven, eight, 12, 13 16, and 17. When asked if they had 
more positive or negative perceptions of individuals with schizophrenia, 48 percent (N = 369), 
felt they had neutral perceptions, 28 percent (N = 217) felt they had more positive perceptions, 
and 16 percent (N = 120) felt they had more negative perceptions (see Table 1). 
Table 1 
Mean and Standard Deviation o[Perceptions ofSchizophrenia. 
Perception Statements n M SD 
1 This woman is mentally ill. 798 6.13 0.95 
2 I believe that I am afraid of this woman. 800 3.48 1.62 
3 I want to help this woman if she is in need. 797 5.96 1.06 
4 I will say hi to this woman when I pass her on the 793 5.29 1.38 
street. 
5 I will initiate conversation with this woman when she 795 4.87 1.39 
approaches me. 
6 This woman is dangerous. 795 4.12 1.49 
7 I will be comfortable with this woman living next door 795 4.11 1.47 
tome. 
8 I will keep young children away from this woman. 797 4.50 1.46 
9 This woman is likely to commit a crime. 791 3.47 1.43 
10 This woman is crazy. 775 3.50 1.73 
11 This woman needs professional help. 799 6.47 0.77 
12 This woman can be cured with medication. 772 4.27 1.42 
13 This woman can be cured with counseling. 776 4.56 1.44 
14 It is the woman's fault she has these symptoms. 798 1.56 1.03 
15 This woman should be living in a mental health facility. 789 3.62 1.51 
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Table 1 (continued) 
Perception Statements n M SD
 
16 I feel comfortable sitting next to this woman on a bus. 793 4.60 1.39
 
17 I feel safe with this woman in a work environment. 800 4.48 1.33
 
18 This woman deserves to be in a loving relationship. 794 6.21 0.91
 
Note. Means were calculated using a seven-point Likert scale ranging from 1 (Strongly Disagree) 
to 7 (Strongly Agree). 
Research Question 2: Does type of education an individual has playa role in the 
perceptions of schizophrenia? 
An analysis of variance (ANaVA) was conducted to find any statistical difference in the 
perceptions of individuals from various majors. Individual majors were categorized into one of 
five groups for analysis. These groups included: technical majors (TM) (N = 178), education 
majors (EM) (N = 108), undergraduate human services majors (UHSM) (N = 131), graduate 
human services majors (GHSM) (N = 121), and business and management majors (BMM) (N = 
143) (see Table 2). Table 3 displays the results of the ANOVA test. Significance levels were set 
at p < 0.05. This table shows that statistical differences were found in all perception statements 
except for statements three, five, and 12. Post hoc tests, specifically Duncan analyses, confirmed 
these results and the means, standard deviations, and group differences were recorded. In many 
instances, the largest difference between means lied between the human services majors (both 
graduate and undergraduate) and the business/management and technical majors. For example, 
individuals in the business and management major (M = 3.97, SD = 1.58) felt they were more 
afraid ofthe woman in the vignette than individuals in education majors (M = 3.54, SD = 1.54), 
who were more afraid than the individuals in both the undergraduate human services major (M = 
3.10, SM = 1.65) and the graduate level human services major (M = 2.79, SD = 1.49) (see Table 
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(see Table 2 and 3). Similar findings were also found in statements six (this woman is 
dangerous), seven (I will be comfortable wit this woman living next door to me), nine (this 
woman is likely to commit a crime), 13 (this woman can be cured with counseling), 16 (I feel 
comfortable sitting next to this woman on a bus), and 17 (I feel safe with this woman in a work 
environment) (see Table 3). 
When asked which settings they have learned about mental illnesses, 67 percent (N = 
508), of subjects reported learning about mental illnesses in their undergraduate coursework. 
Sixty-three percent (N = 479), stated they have learned in high school settings. Other areas 
subjects cited learning about mental illnesses included: social settings (with friends) (42 percent), 
place ofemployment (32 percent), in the household (28 percent), and middle school settings (25 
percent), graduate coursework (22 percent) counseling settings (18 percent), 
workshops/conventions (14 percent), and elementary school settings (ten percent). One percent 
of the sample (N = 9), stated that they have not learned about mental illness. When asked who 
has taught them about mental illnesses 85 percent cited teachers as a source, 31 percent reported 
counselor/therapist and television, 30 percent stated internet sources, 29 percent reported 
speakers and parents, 28 percent claimed non-fictional books. Other sources included magazines 
(17 percent), brochures, billboards, mass media (11 percent), fictional books (11 percent), 
newspapers (nine percent), social workers (nine percent), and nurses (eight percent). Ofthose 
who have had past educational experience about mental illness, 91 percent (N = 613) reported 
that their education had at least somewhat of an effect on their ideas about mental illness. 
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Table 2 
Mean and Standard Deviation ofMajor Groups 
Perception Technical Education Undergrad HS GraduateHS BuslMgmt 
Statements Majors Majors Majors Majors Majors 
(N= 178) (N = 108) (N = 131) (N = 121) (N = 143) 
M SD M SD M SD M SD M SD 
1 This woman is 6.03 0.94 6.30 0.72 6.15 0.96 6.11 0.90 6.01 1.24 
mentally ill. 
2 I believe that I am 3.74 1.58 3.54 1.54 3.10 1.65 2.79 1.50 3.97 1.58 
afraid of this woman. 
3 I want to help this 5.77 1.10 6.01 0.91 6.24 1.00 6.33 0.77 5.80 1.20 
woman if she is in 
need. 
4 I will say hi to this 5.16 1.39 5.53 1.34 5.34 1.31 5.34 1.40 5.12 1.46 
woman when I pass 
her on the street. 
5 I will initiate 4.76 1.45 5.01 1.38 5.09 1.39 5.06 1.28 4.71 1.37 
conversation with 
this woman when she 
approaches me. 
6 This woman is 4.23 1.45 4.29 1.48 3.90 1.57 3.62 1.48 4.46 1.38 
dangerous. 
7 I will be comfortable 3.98 1.42 4.21 1.35 4.39 1.55 4.45 1.40 3.96 1.52 
with this woman 
living next door to 
me. 
8 I will keep young 4.55 1.45 4.58 1.39 4.12 1.50 4.97 1.32 4.82 1.52 
children away from 
this woman. 
9 This woman is likely 3.55 1.39 3.38 1.43 3.43 1.45 2.89 1.24 3.72 1.52 
to commit a crime. 
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Table 2 (continued) 
Perceptions Technical Education Undergrad HS GraduateHS BusfMgmt 
Statements Majors Majors Majors Majors Majors 
(N= 178) (N= 108) (N = 131) (N = 121) (N = 143) 
M SD M SD M SD M SD M SD 
10 This woman is crazy. 3.94 1.66 3.42 1.74 3.20 1.73 2.59 1.46 3.79 1.69 
11 This woman needs 6.34 0.86 6.64 0.61 6.36 0.77 6.61 0.74 6.48 0.83 
professional help. 
12 This woman can be 4.15 1.43 4.15 1.44 4.24 1.41 4.26 1.40 4.48 1.44 
cured with 
medication. 
13 This woman can be 4.70 1.22 4.33 1.54 4.76 1.50 4.21 1.44 4.83 1.48 
cured with 
counseling. 
14 It is the woman's 1.78 1.31 1.49 0.95 1.51 1.18 1.23 0.66 1.62 0.99 
fault she has these 
symptoms. 
15 This woman should 3.92 1.40 3.37 1.47 3.53 1.68 3.06 1.36 3.74 1.55 
be living in a mental 
health facility. 
16 Tfeel comfortable 4.48 1.38 4.69 1.30 4.65 1.51 4.98 1.36 4.54 1.27 
sitting next to this 
woman on a bus. 
17 I feel safe with this 4.43 1.23 4.44 1.50 4.58 1.42 4.93 1.22 4.39 1.26 
woman in a work 
environment. 
18 This woman deserves 6.18 0.93 6.27 0.83 6.47 0.64 3.36 0.69 6.05 0.90 
to be in a loving 
relationship. 
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Table 3 
Analysis ofVariance for Perceptions ofSchizophrenia 
Perception Statements F p Group Differences 
1 This woman is mentally ill. 1.70 0.15 
2 
3 
4 
I believe that I am afraid of this woman. 
I want to help this woman if she is in 
need. 
I will say hi to this woman when I pass 
her on the street. 
12.30 
8.37 
2.84 
0.00 
0.00 
0.02 
BMM>EM> 
UHSM,GHSM, 
also 
TM, EM > UHSM, 
GHSM 
GHSM>BMM, 
TM, 
also 
UHSM>BMM, 
TM 
UHSM, EM > TM, 
BMM 
5 I will initiate conversation with this 2.23 0.07 
woman when she approaches me. 
6 
7 
This woman is dangerous. 
I will be comfortable with this woman 
living next door to me. 
6.69 
3.33 
0.00 
0.01 
BMM,EM> 
GHSM, 
also 
TM>GHSM 
GHSM, UHSM> 
TM,BMM 
8 I will keep young children away from this 
woman. 
6.38 0.00 BMM,EM, TM> 
GHSM, UHSM 
9 
10 
11 
This woman is likely to commit a crime. 
This woman is crazy. 
This woman needs professional help. 
6.12 
15.50 
4.16 
0.00 
0.00 
0.00 
BMM, TM, 
UHSM,EM> 
GHSM 
TM>lJHSM> 
GHSM, 
also 
BMM>UHSM 
>GHSM, 
also 
EM, UHSM> 
GHSM 
EM,GHSM> 
UHSM, TM 
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Table 3' continuJ', 
Perceptions Statement F p Group Differences 
12 This woman can be cured with 1.19 0.32 
medication. 
13 This woman can be cured with 
counseling. 
4.72 0.00 BMM, UHSM, TM 
>EM,GHSM 
14 
15 
16 
It is the woman's fault she has these 
symptoms. 
This woman should be living in a mental 
health facility. 
I feel comfortable sitting next to this 
woman on a bus. 
5.60 
6.82 
2.69 
0.00 
0.00 
0.03 
TM>UHSM,EM 
>GHSM, 
also 
BMM, UHSM, EM 
>GHSM 
TM>UHSM> 
GHSM, 
also 
BM, UHSM> 
GHSM, 
also 
TM>EM 
GHSM>BMM, 
TM 
17 I feel safe with this woman in a work 
environment. 
3.64 0.01 GHSM>BMM, 
TM,EM, UHSM 
18 This woman deserves to be in a loving 
relationship. 
5.38 0.00 UHSM>BMM, 
also 
GHSM,EM> 
BMM, 
also 
UHSM>TM 
Research Question 3: Does past personal experience playa role in a person's perceptions of 
schizophrenia? 
A t-test was performed to examine any variation in the perceptions of schizophrenia 
between individuals who have had and those who have not had any past personal experiences 
with mental illness. Table 4 shows that all perceptions were affected by personal experience 
except the belief that the woman in the vignette could be cured with medication, (t = 0.321,p = 
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Table 3 (continued) 
Perceptions Statement F p Group Differences 
12 This woman can be cured with 1.19 0.32 
medication. 
13 This woman can be cured with 
counseling. 
4.72 0.00 BMM, UHSM, TM 
>EM,GHSM 
14 
15 
16 
It is the woman's fault she has these 
symptoms. 
This woman should be living in a mental 
health facility. 
I feel comfortable sitting next to this 
woman on a bus. 
5.60 
6.82 
2.69 
0.00 
0.00 
0.03 
TM>UHSM,EM 
>GHSM, 
also 
BMM, UHSM, EM 
>GHSM 
TM>UHSM> 
GHSM, 
also 
BM, UHSM> 
GHSM, 
also 
TM>EM 
GHSM>BMM, 
TM 
17 I feel safe with this woman in a work 
environment. 
3.64 0.01 GHSM>BMM, 
TM,EM, UHSM 
18 This woman deserves to be in a loving 
relationship. 
5.38 0.00 UHSM> BMM, 
also 
GHSM,EM> 
BMM, 
also 
UHSM>TM 
Research Question 3: Does past personal experience playa role in a person's perceptions of 
schizophrenia? 
A t-test was performed to examine any variation in the perceptions of schizophrenia 
between individuals who have had and those who have not had any past personal experiences 
with mental illness. Table 4 shows that all perceptions were affected by personal experience 
except the belief that the woman in the vignette could be cured with medication, (t = 0.321,p = 
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0.748). In all other perception statements, subjects with personal experience expressed 
statistically more positive views of individuals with schizophrenia than subjects with no personal 
experience. The statements with the most variance included those involving fear (I believe I am 
afraid of this woman, (t = 4.996,p = 0.000)), criminality (this woman is likely to commit a 
crime, (t = 3.308,p = 0.001)), and comfort (I feel comfortable sitting next to this woman on a 
bus, (t = 4.335,p = 0.000)) (see Table 4). 
Table 4 
Effects a/Personal Experience on Perceptions a/Schizophrenia. 
Perception Statements n M SD t P 
Yes No Yes No Yes No 
This woman is mentally ill. 436 292 6.21 6.01 0.86 1.07 2.732 .006 
I believe that I am afraid of this 436 293 3.22 3.83 1.61 1.59 -4.996 .000 
woman. 
I want to help this woman if she is in 437 292 6.06 5.87 1.03 1.09 2.405 .016 
need. 
I will say hi to this woman when I pass 430 292 5.44 5.15 1.03 1.09 2.812 .005 
her on the street. 
I will initiate conversation with this 432 293 5.00 4.69 1.42 1.32 2.997 .003 
woman when she approaches me. 
This woman is dangerous. 433 292 3.99 4.32 1.55 1.38 -2.896 .004 
I will be comfortable with this woman 434 291 4.24 3.98 1.47 1.47 2.335 .020 
living next door to me. 
I will keep young children away from 435 292 4.34 4.69 1.48 1.42 -3.193 .001 
this woman. 
This woman is likely to commit a 433 490 3.30 3.66 1.42 1.42 -3.308 .001 
crime. 
This woman is crazy. 422 285 3.18 3.86 1.74 1.65 -5.188 .000 
This woman needs professional help. 435 293 6.52 6.41 0.69 0.85 2.055 .040 
33 
Table 4 (continued) 
Perception Statements n M SD t P 
This woman can be cured with 427 282 4.26 4.22 1.44 1.44 0.321 .748 
medication. 
This woman can be cured with 427 284 4.46 4.70 1.48 1.41 -2.223 .027 
counseling. 
It is the woman's fault she has these 437 293 1.48 1.67 1.05 1.01 -2.484 .013 
symptoms. 
This woman should be living in a 433 289 3.36 3.92 1.50 1.44 -5.020 .000 
mental health facility. 
I feel comfortable sitting next to this 431 292 4.80 4.35 1.37 1.36 4.335 .000 
woman on a bus. 
I feel safe with this woman in a work 437 292 4.61 4.35 1.34 1.31 2.597 .010 
environment. 
This woman deserves to be in a loving 435 291 6.34 6.11 0.77 0.97 3.484 .001 
relationship. 
Research Question 4: What are some suggestions for future educational programs? 
When subjects were asked whether they believed that education about mental illness can 
change a person's perceptions about mental illness, 91.4 percent (n = 732) stated yes and one 
percent (n = 9) stated no. Table 5 is a summary of what participants thought were the best 
methods of teaching individuals about schizophrenia. Two-hundred, sixty-two students (32.7 
percent) thought learning through experiences was the best method of learning about 
schizophrenia. Though the majority of students (n = 398,49.7 percent) stated that his/her parents 
were the most influential person in his/her life, only four percent, (n = 33) stated that he/she felt 
learning about schizophrenia in the household was the best way to education people about 
schizophrenia. 
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Table 5 
Educational Recommendations: What is the Best Way to Educate People About Schizophrenia. 
Education Style n Percent 
In a classroom, taught by a teacher 
During a workshop/convention/training seminar 
Place of employment 
In the household (with family) 
In a counseling setting 
Brochures/pamphlets/other reading material 
Experiences that involve contact with individuals 
with mental illness 
Speakers 
I don not think that stigmas are a problem 
187 23.3 
94 11.7 
14 1.7 
33 4.1 
14 1.7 
25 3.1 
262 32.7 
43 5.4 
9 1.1 
Table 6 displays the recommended ages ofteaching people about schizophrenia. 
Approximately 21 percent (n = 167) of students felt that teaching children between the ages of 
nine and 12would make the most impact in regards to stigmas. Not displayed in the table were 
comments made by 50 of the participants. These comments generally spoke of the lifelong 
education it takes to learn about mental illnesses in general. 
Table 6 
Appropriate Age to Teach about Mental Illness in Regards to Stigmas. 
Age Group n Percent 
3 to 5 22 2.7 
5 to 7 74 9.2 
7 to 9 91 11.4 
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Table 6 (continued) 
Age Group n Percent 
9 to 12 167 20.8 
12 to 14 117 14.6 
14 to 16 83 10.4 
16 to 18 95 11.9 
18 to 20 42 5.2 
20 to 30 15 1.9 
30 and Above 3 0.4 
The majority of the results discussed in this chapter showed statistical significance. 
Individuals majoring in the human services field were more likely to have positive perceptions 
towards individuals suffering from mental illness than those majoring in the technical and 
business oriented majors. Another finding suggested that those with past personal experiences 
with mental illness held more positive perceptions towards those with schizophrenia than 
individuals without past personal experience. In chapter five, a discussion of the results along 
with final thoughts and conclusions will be discussed. 
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Chapter V: Discussion 
This study examined the perceptions of the University of Wisconsin-Stout' s student body 
towards individuals with schizophrenia. Analyses were conducted to find ifthere were any 
differences in perceptions in regards to type of education and past personal experiences with 
mental illness (the subject either suffered personally with mental illness or knew someone who 
has). Past studies have shown that individuals with personal experiences with mental illness have 
more favorable perceptions ofmental illness (Schulze, Richter-Werling, Matschinger, & 
Angermeyer, 2003; Stuart, 2006), while at the same time, other studies have shown that using the 
biogenetic model of teaching increases stigmas (Corrigan, et al., 2005; Corrigan & Penn, 1999; 
Read, et al., 2006). Stigmas, used to categorize people, can be extremely harmful to those who 
are being stigmatized against. For example, negative perceptions of individuals with 
schizophrenia could be partly to blame for the high unemployment and homelessness rates 
among this group of individuals (Bricout & Bentley, 2000; Buhrich, Hodder, & Teesson, 2003; 
Folsom & Jeste, 2002; Jaimson, 2006; Logdberg, et. al, 2004; The Mental Health Research 
Association, n.d.; Van Dom, et. al, 2005). 
Data analysis, including ANOVA and independent sample t-tests, were conducted to 
examine the differences of perceptions between individuals studying different majors at the 
University of Wisconsin-Stout and the effects of past personal experience. The results confirmed 
differences in perceptions between the various majors represented by the sample. Significant 
differences in means were also found between individuals with past personal experience with 
mental illness and individuals with no past personal experience with mental illness. 
Additional findings also suggested that the majority of the sample had neutral feelings 
towards the woman depicted in the vignette read in regards to close personal contact issues 
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(comfort with working with, living next, and keeping children away from the woman). These 
perceptions may be reinforced with the idea that the sample felt more comfortable having contact 
with the woman in the vignette in a more acquaintance-style relationship. Educational 
recommendations were made based on the experiences the subjects felt would be most beneficial 
in stopping any negative stigmas. The sample felt that teaching individuals through personal 
contact with those with mental illness was the best way to learn. It was also concluded by the 
sample that the most appropriate age of learning about mental illness to combat stigma is 
between the ages of nine and 12. 
Conclusions 
Though there were statistical differences in many of the perceptions recorded in this 
study, many of the perceptions alone were neutral in nature. This could imply that the population 
at the University ofWisconsin-Stout is unsure ofhow they feel about individuals with 
schizophrenia. Another explanation simply could be that the sample did not have strong feelings 
about the perception statements. It is interesting that the statements receiving neutral scores were 
those that entailed intimate contact with individuals with mental illness (working with the 
woman, living next to the woman, and keeping children away from the woman). This may lead 
one to believe that there is uncertainty in the amount ofcontact that is safe. Perceptions the 
sample tended to agree with involved those statements of perceived distance. For example, the 
sample agreed that they would say hi to the woman in the vignette if they saw her on the street or 
that she deserves to be in loving relationships. These results show an agreement within the 
sample in that the woman deserves to have loving and trusting relationships but that those 
relationships may have to be found elsewhere. These results coincide with the results found by 
Angermeyer, et. al (2003), Corrigan, et. al (2005), Hardcastle and Hardcastle (2003), Read, et. al 
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(2006), and VanDorn, et. al (2005). This group of researchers found that stigmas often create a 
phenomenon where individuals desire more social distance from those suffering from mental 
illness. It is these very same thoughts that may have created the isolation found among this 
population. This was the suggestion made by Corrigan, et. al (2005), Jaimson (2006), and Lloyd, 
et. al (2005). A self-stigmatizing effect occurs when an individual with severe mental illness 
realizes the negative perceptions of those around him/her. 
According to Alexander and Link (2003) and Stuart (2006), educating the public about 
severe mental illness is a way to decrease negative stigmas. This was reinforced by the sample 
surveyed in this study. Students stated that they were affected by their education in regards to 
their ideas about mental illness. Conflicting with the current research was the manner in which 
individuals were taught. Fung and Fry (1999) and Walsh (1998) felt that public health nurses and 
social workers were the most equipped in teaching individuals about schizophrenia. According to 
the sample surveyed, nurses and social workers were rarely used in their education. 
Participants of the study, did however, have different views in accordance to their 
selected college majors. These differences reinforced the idea that education does have an impact 
on the perceptions of schizophrenia. Often times, significant differences in perceptions were 
found between the technical and business oriented majors in comparison to the human services 
majors. The focus in regards to coursework between these specific major groups differ 
tremendously, thus supporting claims made in the literature that education is important in 
decreasing stigmas (Corrigan et. al, 2005). Subjects in the human services field tend to be more 
supportive and understanding of individuals with schizophrenia. This difference could be due to 
the innate nature the subjects possess but more likely is due to the education they have received. 
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Those majoring in the more technical and business oriented fields tended to be less 
understanding and more fearful of individuals with schizophrenia. 
Another factor effecting the perceptions of the subjects surveyed in this study was past 
personal experience with those with mental illnesses. Individuals with past experience with 
mental illness (either suffering from mental illness themselves or knowing someone with a 
mental illness) tended to view the woman in the vignette with more positive perceptions than 
those with not personal experience with mental illness. This finding supports claims made by 
Stuart (2006) and Schulze, et. al (2003). These studies found that real life experiences with 
individuals suffering from mental illness reduced the stigmas associated with mental illness. 
Combining all of the factors involved in the survey created ideas for several educational 
recommendations. 
Participants were asked their personal opinion in how to educate the public in regards to 
mental illness. Many subjects felt teaching the public through personal experiences with 
individuals suffering from mental illness and in a classroom would be most effective in 
decreasing stigmas. These subjects also felt that learning about mental illness between the ages 
ofnine and 12 would be most effective in stopping negative perceptions. These results were 
supported by the findings in the literature. Stigmas are created over time and perhaps teaching 
youth about mental illness would be the best way to stop the formation of and reverse any 
negative perceptions. Creating an education program at the middle school level that included 
both instruction for teachers and hands-on experiences with those suffering from mental illness 
may be the most effective measure towards decreasing stigmas. Children at this age base many 
of their decisions on those oftheir peers so getting every child involved would be crucial. In 
addition, many individuals who participated in this study felt that their parents were the most 
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influential people in their lives. Having the involvement of parents in addition to teaching in a 
school-type setting may increase the success rates of these programs. 
Implications 
Data obtained from this study may have a number of uses to the community and the 
mental health field. Understanding what the current trends are in regards to perceptions of 
individuals with schizophrenia can aid educators in developing educational programs. Knowing 
what the current stigmas entail will allow policy makers and educators make decisions as to what 
steps need to be taken to decrease stigmatization as much as possible. The perceptions of 
individuals with schizophrenia were analyzed in regards to both education experiences and 
personal experiences to determine which was most beneficial in obtaining positive perceptions of 
mental illness. Once again, understanding what does and does not work will determine what is 
taught and not taught in educational programs. 
Clinicians may also find this study useful in their own personal awareness of perceptions 
of those with schizophrenia. Some clinicians may also have some of the same negative 
perceptions of those with mental illness as the general public. Those clinicians may want to 
educate themselves on their perceptions and take the appropriate steps to change negative 
thoughts. Understanding what type of effect those stigmas have on those individuals and ways to 
educate them can benefit the client through increasing the clinician's empathy and resources. 
Another implication for this study is the advancement in the resources and treatment of 
individuals with schizophrenia. Knowing that specific techniques work to break down stigmas 
may open doors for those suffering from mental illness. Once family members ofthose with 
schizophrenia understand how their perceptions affect their loved ones, they may allow more 
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"control" to be placed back onto the individuals with schizophrenia. This, in return, may increase 
self-efficacy, esteem, and perceptions. 
Recommendations 
In order to legislate education programs in the school setting, more studies must be 
conducted to reinforce the results of this study. The lack of literature on the effects of 
educational programs on stigmas needs to be studied further. Studies created with school-setting 
programs with both teacher instruction and hands-on learning will reinforce the findings in this 
study. Because the literature on this topic is so scarce, future studies may give readers and 
researchers a better understanding as to why stigmas are so heavily placed on those with severe 
mental illness. Examples of studies would include those involving members of the community 
and not just those within a university setting. 
The sample used in this study lacked diversity, thus possibly swaying results. Studies 
conducted using subjects with various cultural backgrounds may give a clearer picture of the 
stigmas involved. Differences in culture may affect the amount and severity ofnegative 
perceptions towards those with mental illnesses. Examining those differences, if any and reasons 
for those differences could create new educational programs. 
The creation of stigmas has been studied in the past, but future research targeting crucial 
age groups may be beneficial in understanding more clearly when to intervene with programs to 
stop stigmas. For example, future research on this topic may find that stigmas begin to form at 
age one to two but the best time to intervene is at age five or six. This may help tailor any 
programs used in changing negative views. 
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Appendix A 
Diagnostic criteria for Schizophrenia 
A.	 Characteristic symptoms: Two (or more) of the following, each present for a significant 
portion of time during a I-month period (or less if successfully treated): 
(1) delusions 
(2) hallucination 
(3) disorganized speech (e.g., frequent derailment or incoherence 
(4) grossly disorganized or catatonic behavior 
(5) negative symptoms, i.e., affective flattening, alogia, or avolition 
Note: Only one Criterion A symptom is required if delusions are bizarre or 
hallucinations consist of a voice keeping up a running commentary on the person's 
behavior or thoughts, or two or more voices conversing with each other. 
B.	 Social/occupational dysfunction: For a significant portion of the time since the onset of 
the disturbance, one or more major areas of functioning such as work, interpersonal 
relations, or self-care are markedly below the level achieved prior to the onset (or when 
the onset is in childhood or adolescence, failure to achieve expected level of 
interpersonal, academic, or occupational achievement). 
C.	 Durations: Continuous signs ofthe disturbance persist for at least 6 months. This 6­
month period must include at least 1 month of symptoms (or less is successfully treated) 
that meet Criterion A (i.e., active-phase symptoms) and may include periods of 
prodromal or residual symptoms. During these prodomal or residual periods, the signs of 
the disturbance may be manifested by only negative symptoms or tow or more symptoms 
listed in Criterion A present in an attenuated form (e.g., odd beliefs, unusual perceptual 
experiences). 
D.	 Schizoaffective and Mood Disorder exclusion: Schizoaffective Disorder and Mood 
Disorder with Psychotic Features have been ruled out because either (1) no Major 
Depressive, Manic, Mixed Episodes have occurred concurrently with the active-phase 
symptoms; or (2) if mood episodes have occurred during active-phase symptoms, their 
total duration has been brief relative to the duration of the active and residual periods. 
E.	 Substance/general medical condition exclusion: The disturbance is not due to the direct 
physiological effects of a substance (e.g., a drug of abuse, a medication) or a general 
medical condition. 
F.	 Relationship to a Pervasive Developmental Disorder: If there is a history of Autistic 
Disorder or another Pervasive Developmental Disorder, the additional diagnosis of 
Schizophrenia is made only if prominent delusion or hallucination are also present for at 
least a month (or less if successfully treated). 
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Classification oflongitudinal course (can be applied only after at least 1 year has elapsed 
since the initial onset of active-phase symptoms): 
Episodic with Interepisode Residual Symptoms (episodes are defined by the 
reemergence of prominent psychotic symptoms): also specify if. With Prominent 
Negative Symptoms 
Episodic With No Interepisode Residual Symptoms 
Continuous (prominent psychotic symptoms are present throughout the period of 
observations); also specify if. With Prominent Negative Symptoms 
Single Episode in Partial Remission; also specify if. With Prominent Negative 
Symptoms
 
Single Episode in Full Remission
 
Other or Unspecified Pattern
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AppendixB
 
Short Vignette
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AppendixB 
Please reading the following passage and answer the following questionnaires. This passage is a 
real life account ofone woman's experience with schizophrenia. 
"That schizophrenia!" my inpatient doctor exclaimed, "It's playing tricks on my friend Gwen! 
This person your mind created, Shalom, is not real!" 
The memory of this conversation slowly crept back into my consciousness as I sat on the floor, 
locked in the seclusion room in the psychiatric unit of Children's Hospital. I was covering my 
eyes so I wouldn't see Shalom's frightful glares, and I was screaming, so I wouldn't be forced to 
listen to Shalom's torturous inside information. All ofa sudden, nothing made sense any more. 
What ifin fact, Shalom wasn't real? What if! were only imagining him? What if! really did 
have schizophrenia? 
It all started when I was in the 9th grade, when Shalom first appeared in my life. "You have been 
chosen," he had said to me, "You have been chosen to be part of my secretive, privileged 
organization. With my help, and with the inside information I will give you, you will be able to 
accomplish great things for yourself and for all ofhumanity." 
With that declaration, Shalom began to relay his secret messages to me. At first the information 
was about how special I was, how I stood out from everyone around me, and how important the 
things I did were, but slowly these messages began taking a darker turn. Soon, Shalom began to 
tell me that my teachers and acquaintances were thinking terrible things about me, that they 
hated me, that the whole world was out to get me. From the feelings of unworthiness that I then 
experienced, I began to cut myself on my legs with a knife or scissors, with anything sharp that I 
could find, in order to make myself feel that I was good enough to be redeemed. And finally, I 
began to know that people whom I loved would die. "Your mom along with all of your friends 
will be burned alive!" Shalom said. This last message, of how people would come to a painful 
demise, scared me so much that I began warning the potential victims. "Someone will have to 
die. Someone will have to die!' I whispered. It was at this point that it became apparent to the 
people around me that I was ill, and that I needed to be hospitalized. 
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Appendix C 
Perceptions Questionnaire 
Please rate the following statements about the woman in the story above. 
1. This woman is mentally ill. 
A. Strongly Agree 
B. Agree 
C. Somewhat Agree 
D. Neutral 
E. Somewhat Disagree 
F. Disagree 
G. Strongly Disagree 
2. I believe that I am be afraid of this woman. 
A. Strongly Agree 
B. Agree 
C. Somewhat Agree 
D. Neutral 
E. Somewhat Disagree 
F. Disagree 
G. Strongly Disagree 
3. I want to help this woman if she was in need. 
A. Strongly Agree 
B. Agree 
C. Somewhat Agree 
D. Neutral 
4. Somewhat Disagree 
A. Disagree 
B. Strongly Disagree 
5. I will say hi to this woman when I pass her on the street. 
A. Strongly Agree 
B. Agree 
C. Somewhat Agree 
D. Neutral 
E. Somewhat Disagree 
F. Disagree 
G. Strongly Disagree 
6. I will initiate conversation with this woman when she approaches me. 
A. Strongly Agree 
B. Agree 
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C. Somewhat Agree 
D. Neutral 
E. Somewhat Disagree 
F. Disagree 
G. Strongly Disagree 
7. This woman is dangerous 
A. Strongly Agree 
B. Agree 
C. Somewhat Agree 
D. Neutral 
E. Somewhat Disagree 
F. Disagree 
G. Strongly Disagree 
8. I will be comfortable with this woman living next door to me. 
A. Strongly Agree 
B. Agree 
C. Somewhat Agree 
D. Neutral 
E. Somewhat Disagree 
F. Disagree 
G. Strongly Disagree 
9. I will keep young children away from this woman. 
A. Strongly Agree 
B. Agree 
C. Somewhat Agree 
D. Neutral 
E. Somewhat Disagree 
F. Disagree 
G. Strongly Disagree 
10. This woman is likely commit a crime. 
A. Strongly Agree 
B. Agree 
C. Somewhat Agree 
D. Neutral 
E. Somewhat Disagree 
F. Disagree 
G. Strongly Disagree 
11. This woman is crazy. 
A. Strongly Agree 
B. Agree 
C. Somewhat Agree 
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D. Neutral 
E. Somewhat Disagree 
F. Disagree 
G. Strongly Disagree 
12. This woman needs professional help. 
A. Strongly Agree 
B. Agree 
C. Somewhat Agree 
D. Neutral 
E. Somewhat Disagree 
F. Disagree 
G. Strongly Disagree 
13. This woman can be cured with medication 
A. Strongly Agree 
B. Agree 
C. Somewhat Agree 
D. Neutral 
E. Somewhat Disagree 
F. Disagree 
G. Strongly Disagree 
14. This woman can be cured with counseling. 
A. Strongly Agree 
B. Agree 
C. Somewhat Agree 
D. Neutral 
E. Somewhat Disagree 
F. Disagree 
G. Strongly Disagree 
15. It is the woman's fault she has these symptoms. 
A. Strongly Agree 
B. Agree 
C. Somewhat Agree 
D. Neutral 
E. Somewhat Disagree 
F. Disagree 
G. Strongly Disagree 
16. This woman should be living in a mental health facility. 
A. Strongly Agree 
B. Agree 
C. Somewhat Agree 
D. Neutral 
E. Somewhat Disagree 
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F. Disagree 
G. Strongly Disagree 
17. I feel comfortable sitting next to this woman on a bus. 
A. Strongly Agree 
B. Agree 
C. Somewhat Agree 
D. Neutral 
E. Somewhat Disagree 
F. Disagree 
G. Strongly Disagree 
18. I feel safe with this woman in a work environment. 
A. Strongly Agree 
B. Agree 
C. Somewhat Agree 
D. Neutral 
E. Somewhat Disagree 
F. Disagree 
G. Strongly Disagree 
19. This woman deserves to be in a loving relationship. 
A. Strongly Agree 
B. Agree 
C. Somewhat Agree 
D. Neutral 
E. Somewhat Disagree 
F. Disagree 
G. Strongly Disagree 
---------------
----------------
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Reason for Perceptions 
1.	 Why did you answer in the manner in which you did in the above survey? (Check all 
those that apply) 
A. My parents have taught me that people with mental illnesses behave in a certain 
manner. 
B.	 The media has taught me that people with mental illnesses behave in a certain 
manner. 
C.	 I have personal experiences with my own mental illness that has influenced my 
way of thinking. 
D. I have personal experiences with others that I am close to that suffer from a 
mental illness, which have influenced my way of thinking. 
E.	 I have learned through my education that people with mental illnesses behave in a 
certain manner. 
F.	 This particular article has influenced my thoughts. 
G. Other 
H.	 No Response 
2.	 Who do you consider the most influential person in your life? 
A. Parents 
B.	 Siblings 
C. Grandparents 
D. Other family members 
E.	 Friends 
F.	 Professors 
G. Significant Others (Boy/Girlfriend or Spouse) 
H.	 Boss or Supervisor 
I.	 Other _ 
J.	 No Response 
3.	 Do you believe that you have more negative or positive perceptions of individuals with 
schizophrenia? 
A. Negative 
B. Neutral 
C.	 Positive 
D. Other 
E.	 No Response 
-----------
----------
--------------
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Past Educational Experiences 
1.	 In what types of settings have you learned about mental illnesses? (Check all that apply) 
a.	 Elementary school setting 
b.	 Middle school setting 
c.	 High school setting 
d.	 Undergraduate coursework 
e.	 Graduate coursework 
f.	 Social setting (with friends) 
g.	 Workshops/conventions 
h. Place of employment
 
L Household (with family)
 
J.	 Counseling setting 
k.	 I have not learned about mental illness 
1.	 Other 
m.	 No Response 
2.	 Who has taught you about mental illnesses? (Check all that apply) 
a.	 Teacher 
b.	 Speaker 
c.	 Nurse 
d.	 Social Worker 
e. Counselor/Therapist
 
f Television
 
g.	 Magazines 
h. Newspaper
 
L Brochures, billboards, mass media
 
J.	 Internet 
k.	 Fictional books 
1.	 Non-fictional books (autobiography/true life accounts) 
m.	 Other
n.	 No Response 
3.	 Do you believe your education has affected your ideas about mental illness? 
a.	 Yes 
b.	 No 
c.	 No Response 
4.	 To what degree has your education affected your ideas about mental illness? 
a.	 It has strongly affected my ideas about mental illness 
b.	 It has somewhat affected my ideas about mental illness 
c.	 I am unaware or unsure of the ways my ideas about mental illness have been 
affected 
d.	 It has minimally affected on my ideas about mental illness 
e. It has not had any affect on my ideas about mental illness
 
f Other
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g. No Response 
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Suggestions Questionnaire 
1. What do you think is the best way to educate people about schizophrenia? (Choose one) 
a.	 In an classroom by a teacher 
b.	 During workshops/conventions/training seminars 
c.	 In their place ofemployment 
d.	 In their household (with family) 
e. In a counseling setting
 
f Brochures/pamphlets/other reading material
 
g.	 Experiences that involve contact with an individual with a severe mental illness 
h.	 Speakers 
1.	 I do not think that stigmas against individuals with schizophrenia or other mental 
illnesses is a problem 
J.	 Other _ 
k.	 No Response 
2.	 Based on your previous answer, how likely would you be to participate in the specificed 
educational program? 
a.	 Very likely 
b.	 Likely 
c.	 Somewhat likely 
d.	 Neutral 
e. Somewhat unlikely
 
f Unlikely
 
g.	 Very Unlikely 
h.	 No Response 
3.	 At what age do you believe learning about mental illnesses would make the most impact 
in regards to decreasing negative perceptions and beliefs about schizophrenia and other 
mental illness? 
a.	 Ages 3 to 5 
b.	 Ages 5 to 7 
c.	 Ages 7 to 9 
d.	 Ages 9 to 12 
e. Ages 12 to 14
 
f Ages 14 to18
 
g.	 Ages 18 to 20 
h.	 Ages 20 to 30 
1.	 30 and above 
J.	 Other _ 
k.	 No Response 
4.	 Do you believe education about mental illness can change a person's perceptions about 
mental illness? 
a.	 Yes 
b.	 No 
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c. No Response 
---------
---------
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Past Experiences with Mental Illness 
1. Do you have any past experiences with mental illness? 
a. Yes -Go to Question 2 
b. No-Go to Demographic Questionnaire 
c. No Response-Go to Question 2 
2. Have you lived with a mental illness? 
a. Yes -Go to Question 3 
b. No-Go to Question 6 
c. No Response-Go to Question 6 
3. What mental illness/es have you lived with? (Check all that apply) 
a. Anxiety Disorder (e.g., panic attacks, generalized anxiety, phobias) 
b. Eating Disorders (e.g., anorexia nervosa, bulimia nervosa) 
c. Mood Disorders (e.g., depressive disorders, bipolar disorder) 
d. Psychotic Disorders (e.g., schizophrenia) 
e. Substance-Related Disorders (e.g., alcohol dependence or abuse) 
f. Other
h. No Response 
4. Do you currently live with a mental illness? 
a. Yes -Go to Question 5 
b. No-Go to Question 6 
c. No Response-Go to Question 6 
5. What mental illness/es do you currently live with? (Check all that apply) 
a. Anxiety Disorder (e.g., panic attacks, generalized anxiety, phobias) 
b. Eating Disorders (e.g., anorexia nervosa, bulimia nervosa) 
c. Mood Disorders (e.g., depressive disorders, bipolar disorder) 
d. Psychotic Disorders (e.g., schizophrenia) 
e. Substance-Related Disorders (e.g., alcohol dependence or abuse) 
f. Other 
g. No Response 
6. Do you know anyone who has lived with a mental illness? 
a. Yes-Go to Question 7 
b. No-Go to Demographic Questionnaire 
c. No Response-Go to Demographic Questionnaire 
7. Who do you know that has lived with a mental illness? (Check all that apply) 
a. Parent/Guardian 
b. Sibling 
c. Child 
d. Other family member 
e. Significant other 
---------
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f. Friend 
g. Co-Worker 
h. Other
1. No Response 
8. What mental illness have they lived with? 
a. Anxiety Disorder (e.g., panic attacks, generalized anxiety, phobias) 
b. Eating Disorders (e.g., anorexia nervosa, bulimia nervosa) 
c. Mood Disorders (e.g., depressive disorders, bipolar disorder) 
d. Psychotic Disorders (e.g., schizophrenia) 
e. Substance-Related Disorders (e.g., alcohol dependence or abuse) 
f. Other _ 
g. No Response 
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Demographic Questionnaire 
1. What is your gender? 
a. Male 
b. Female 
c. Other 
d. No Response 
2. What is you age? 
a. 18-20 
b. 20-22 
c. 22-24 
d. 24-26 
e. 26-28
 
f 28-30
 
g. 31 and above 
3. What ethnicity do you most associated yourself with? 
a. Caucasian 
b. African American 
c. Asian American 
d. Asian/Island Pacificer 
e. Native American
 
f Hispanic
 
g. Other 
h. No Response 
4. What is your year in school? 
a. Freshman 
b. Sophomore 
c. Junior 
d. Senior 
e. Graduate Assistant
 
f Special Status
 
g. Not a Student-Recent Graduate 
h. Other 
1. No Response 
5. What is your major? 
a. Apparel Design and Development 
b. Applied Mathematics and Computer Science 
c. Applied Science 
d. Art 
e. Art Education 
f. Business Administration 
g. Career, Technology Education and Training 
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h. Construction 
1. Dietetics 
J. Early Childhood Education 
k. Engineering Technology 
1. Family and Consumer Sciences Education 
m. Food and Systems Technology 
n. Golf Enterprise Management 
o. Graphic Communications Management 
p. Hotel, Restaurant and Tourism Management 
q. Human Development and Family Studies 
r. Information and Communication Technologies 
s. Information Technology Management 
t. Management 
u. Manufacturing Engineering 
v. Marketing and Business Education 
w. Packaging 
x. Psychology 
y. Retail Merchandising and Management 
z. Service Management 
aa. Special Education 
bb. Technical Communication 
cc. Technology Education 
dd. Vocational Rehabilitation 
ee. M.S. Applied Psychology 
ff. M.S. Career and Technical Education 
gg. M.S. Education 
hh. M.S. Family Studies and Human Development 
ii. M.S. Food and Nutritional Sciences 
jj. M.S. Guidance and Counseling 
kk. M.S. Hospitality and Tourism 
11. M.S. Industrial/Technology Education 
mm. M.S. Information and Communication Technologies 
nn. M.S. Manufacturing Engineering 
00. M.S. Marriage and Family Therapy 
pp. M.S. Mental Health Counseling 
qq. M.S. Risk Control 
IT. M.S. School Psychology 
ss. M.S. Technology Management 
tt. M.S. Training and Development 
uu. M.S. Vocational Rehabilitation 
vv. EdS. Career and Technical Education 
ww. EdS. School Psychology 
